along the left side of the cervical spine partly3 to involve the cords of the brachial plexus; or that there are two separate tumours-the one palpable and partially removed at operation, and the second involving the hypoglossal nerve at a higher level.
In the absence of pigmented spots and evidence of further tumours, the term " neurofibromatosis " is probably more applicable to the case than " von Recklingbausen's disease."
Chyluria.-H. MORLEY Urine.-Milky appearance; specific gravity usually between 1020 and 1030; acid reaction; no casts; albumin occasionally present; no sugar; urea 2 4%.
Cultures. A few colonies of Staphylococcus epidermidis albus. On the first examination it was thought that the milky character of the urine was due to the presence of a lipoid-globulin compound, and was a pseudo, not a true, chyluria.
Dr. Harrison found that under the microscope with ordinary lighting no fat globules were seen, but with dark ground illumination, myriads of minute fat droplets were visible. He reported as follows: No casts in the urine, and the amount of albumin varied in proportion to the amount of milkiness.
Occasionally the patient passed flocculent semi-gelatinous masses in the urine wlhich consisted of fibrin, in which were entangled numbers of squamous epithelial cells, a few red cells and leucocytes, and triple phosphate crystals.
In order to establish further the fact that this was a case of true chyluria, Dr. Harrison devised the following experiment: 10 gm. of butter, containing 100 mgm. Sudan III, was given to the patient at supper on July 7, 1929, and the urine was collected at intervals up to thirty-five hours afterwards. The samples of urine showed no obvious pink tinge. Each was then extracted with ether, and the ether extract of the urine passed eleven and a half hours afterwards was obviously red, and that passed fourteen hours afterwards was pale pink, but the extracts of the other samples contained no dye.
Two control observations after using the same quantity of dye were made on healthy males, and the urines yielded no dye to ether extraction up to thirteen hours. This would show that, in the case of the patient, there was a direct leakage of chyle containing the pigmented fat into the urinary passages.
If the dye appears in the urine, a connection between the lymphatic system and the bladder is practically proved, as Sudan III is soluble in fats but insoluble in water, and normally most of the 100 mgm. is absorbed and deposited in the fat depots and none appears in the urine.
June 1, 1929.-Mr. Girling Ball made a cystoscopic examination. Both ureters were catheterized; catheters passed full length quite easily. Urine drawn off from each ureter was quite clear and normal.
June 6, 1929.-Mr. Ball again made a cystoscopic examination. Urine from both ureteric orifices was normal and free from milkiness. A thin stream of thick creamy material was seen to be flowing freely from a minute orifice just on the trigone side of the right ureteric orifice, which was discharging a clear efflux. The opening was too small to admit a fine bougie.
October 25, 1929.-Mr. Ball made a third ;ystoscopic examination. Urine withdrawn from bladder was perfectly clear and normal in appearance. The orifice was quite clearly seen but was not discharging at the time.
Tuberculin skin reaction negative. Skiagram: No abnormal kidney shadows.
The cause of the chvluria was obscure; it seemed probable that it might he due to the presence of tuberculous glands, tuherculous peritonitis, or possibly an old inflammation of the appendix.
With this in view, an exploratory operation was performed by Mr. Girling Ball. Adhesions were found about the appendix which was removed. There were numerous adhesions in the pelvis, suggestive of old tuberculous peritonitis.
Probably, therefore, the chyluria is due to a rupture of lacteals, caused by some old inflammation or abscess, in connection either with the appendix or with tuberculous glands, which has established a communication with the bladder.
Discussion. -Mr. GIRLING BALL said that on exploration of the abdomen it was clear that there were a large number of distended lacteals running along the internal iliac vessels on both sides of the pelvis, but more marked on the right side. Although distended, the vessels were not of great size. Smaller tributaries were seen running along the broad ligament on each side, but on being traced upwards they became lost in the retroperitoneal tissues. The cmcum was foundl to be bound down by adhesions to the posterior abdominal wall; the appendix was buried amongst these adhesions; it was removed, although it seemed to have no direct connection with the lymphatics. The mesentery of the small intestine showed surface scars in several places as if they had been the seat of a chronic inflammation. The duodenum was also bound to the under surface of the liver. There were no similar adhesions on the left side of the abdomen. There was no enlargement of the lymphatic glands in the mysentery, neither was there anything of the nature of a tumour in the region of the receptaculum chyli. There was no adhesion in the pelvis, or in the neighbourhood of the ovaries. The abdomen was closed without any further procedure. Subsequently, at a later cystoscopic examination, the aperture of the ruptured lacteal was treated by diathermic cauterization.
A month or six weeks later, on further examination, it was found that the patient was still passing the same degree of chylous fluid, but the aperture appeared to be smaller, and the stream, instead of coming in a steady flow, gushed out like a soap bubble and then burst, leaving the aperture exposed.
Dr. G. A. HARRISON said that the Sudan III came through into the urine between three and fourteen hours after it had been given by the mouth. The fat was apparently not removed by one simple extraction with ether, and it might be concluded that the opacity was not due to fat. If, however, the urine was extracted repeatedly with ether, the fat came out. The urine contained some protein, and when this was separated by boiling, the fat was also carried down. The fat in the urine was not visible under the ordinary microscope with a one-sixth objective, but with a one-twelfth objective and dark-ground illumination finely divided fat could readily be seen. The total fat amounted to only 0 1 to 0 * 25%, a very minute quantity, and it was surprising that there was such a marked milkiness of the urine. The patient was losing so little fat in the urine that it was insignificant from the point of view of nutrition. There was a trace of cholesterol, i.e., 3 to 9 mgm. per 100 c.c.
Dr. F. PARKES WEBER suggested that the abdoniinal condition in this patient was a lymphangiectatic form of congenital-developmental lymphangioma, and that the chyluria had resulted from the rupture of a vesicle projecting into the urinary bladder. In that case the chyluria might be regarded as a chylorrhagia analogous to the troublesome lymphorrhagia sometimes due to the rupture of lymphangiomatous vesicles on the surface of the body.
Dr. MORLEY FLETCHER (in reply) said that lymphangioma was improbable, especially in view of Mr. Girling Ball's findings. He did not think Dr. Parkes Weber's suggestion would account for the perforation of the bladder, the formation of the sinus, and the evidence of former peritonitis.
The frequency of micturition and incontinence of urine were present before the patient entered hospital, and these symptoms had recently increased in severity, possibly owing to the repeated cvstoscopic examinations. 
